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GL 
AHO Assistant Health Officer | 
Auxiliary Nurse Midwife 


NM 


A 
CHVs Community Health Volunteers 


Continuing Medical Education 


M 
HO Deputy Executive Health Officer 
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DE 
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EHO Executive Health Officer 


Full Time Medical Officer 


IEC Information Education Communications 


|IPP-V India Population Project — V 


MCGM Municipal Corporation of Greater Mumbai 
MDACS Mumbai District AIDS Control Society 
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MOH Medical Officer of Health 

MPW Multipurpose Worker — Male 

NLEP National Leprosy Eradication Programme 

PC Patients’ Charter of Rights and Responsibilities 
PHC Primary Health Care 
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PHN Public Health Nurse 

PID Pelvic Inflammatory Diseases 


= Working Group 


r,s 


Women Centred Health Project is a collaboration between the Public Health Department of 


the Brinanmumbai Municipal Corporation (BMC), SAHAJ (Vadodara) and the Royal Tropical 
Institute (KIT, Amsterdam). 


The action research project was initiated in 1996 with the goal of providing women-centred, 
quality health care services through BMC's existing health facilities. The Project undertook a 
number of activities to sensitise the health care providers to the concepts of quality of care 
and quality assurance. The Project in partnership with the health care providers from the 
Project wards also developed and implemented test interventions. Through all its activities the 
Project emphasised on addressing quality of care from the clients’ perspective. Establishment 
of client centred, gender sensitive reproductive health services and counselling services is an 
outcome of this long process. 


This document is an account of the activities undertaken by the Project for mainstreaming 
quality assurance in a public health system and the learnings of the Project through this 
process and would be useful for those interested in a similar exercise. 


WCHP’s efforts for mainstreaming quality assurance in the public heath system were shaped 
by Dr. Dave Haran and Ms. Vicki Doyle, consultants from the Liverpool School of Tropical 
Medicine, UK. Heartfelt thanks are also due to: Dr. Alka Karande, Dr. Jayant Telang, Dr. 
Bhupindersingh Dhir, Dr. Sharadkumar Kakhandki, Dr. Govindrao Koparde, Dr. S. H. Hemdev, 
Dr. Jairaj Thanekar, Dr. Anil Bandivadekar, Dr. Neera Kewalramani, Dr. Padmaja Keskar, Dr. 
Jayant Khandare, Dr. Balram Harale, Dr. P Malviya, Dr. Kishore Harugoli, Dr. Ghate, Dr. 
Jayant Chaukar, Dr. Deepali Pimpale, Dr. Naina Shah, Ms. Kalpana Chodankar, Ms. Urmila 
Jadhav, Mr. Satish Sonegaokar, Ms. Varsha Joshi, Dr. Dinesh Agarwal (Technical Support 
Unit, UNFPA, New Delhi), Dr. Sharad lyengar (Secretary, Action Research and Training - 
ARTH, Udaipur), Dr. Dileep Maviankar (Chairperson, Public Health Systems group, Indian 
Institute of Management, Anmedabad), and Dr. Nirmala Murthy (Director, Foundation for 
Research in Health Systems, Bangalore). Each of these persons contributed in a special way 
to the Quality Assurance efforts of the Project. 


Ms. Renu Khanna Dr. Usha Ubale Ms. Korrie de Koning 
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1 BACKGROUND 


The Women Centred Health Project is a joint initiative of the Public Health Department of the 
Municipal Corporation of Greater Mumbai (MCGM) and the Society for Health Alternatives 
(SAHAJ) a non-govemmental organisation based in Baroda, Gujarat and the Liverpool School 
of Tropical Medicine (LSTM). In 2000, when the coordinator for the LSTM changed employer, 
the Royal Tropical Institute (KIT) based in the Netherlands became involved. The project is 
integrated in the Public Health Department and this department implements all interventions. 
Seven of the 16-team members of the Project including the Project Coordinator and the Training 
Coordinator are seconded by the MCGM. The Project Coordinator is an Assistant Health 
Officer with the Public Health Department of the MCGM. 


In this background chapter we will first describe how the need for quality assurance was 
identified. A description of the project and its objectives concludes this chapter. 


Between 1993 and 1996, the Municipal Corporation of Greater Mumbai (MCGM) and the 
Women's Health Group from the Liverpool School of Tropical Medicine conducted a Collaborative 
Study that investigated social, clinical and microbiological aspects of Pelvic Inflammatory 
Diseases (PID). Detailed information was collected from 3000 women availing services for 
reproductive health conditions from municipal health care facilities. Two hundred (a sub-sample 
of these 3000) women were interviewed in-depth about the consequences of reproductive 
health problems and the circumstances in which these problems occurred. Qualitative data 
from semistructured interviews of this sub-sample of 200 women indicated lack of (1) appropriate 
and accessible information, counselling and support services, (2) information about treatment, 

complications and after care and referral services provided, (3) decision-making power of women 
in the family which limits their control over their reproductive health. The study gave an insight 

into needs of women users of municipal services in Mumbai and entry points for responding to 


their needs. 


The Women Centred Health Project (WCHP) came into being as a follow-up of the PID study 
and aimed at improving provision — both in terms of range of services and quality — of 
women-centred health care with an emphasis on sexual and reproductive health in MCGM. 
The Project was planned to evolve as a model for provision of women-centred health care with 
an emphasis on sexual and reproductive health and to integrate the need based services into 


the existing health care delivery system of MCGM. 
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To appreciate the relevance of introducing quality assurance initiatives in MCGM, one has to 


look at the importance of the public health delivery system of MCGM. MCGM is the largest 


health care provider in the metropolis of Mumbai with 30% of total hospital beds available in 
the city (S.Gill et al, 4999) and a well spread out network of primary health care units. The 
Public Health Department of MCGM provides primary health care through 169 dispensaries 
and 176 health posts. Dispensaries provide curative care and health posts are the only public 
sector facilities providing preventive services on outreach basis. Established under the India 
Population Project - V (IPP-V), health posts primarily focus on immunisation and population 
control. Over the years outreach work related to other national programmes such as the 
Revised National Tuberculosis Control Programme (RNTCP), National Leprosy Eradication 
Programme (NLEP) has also been entrusted to the health posts. Health posts and dispensaries 
are predominantly located in slums or slum like areas and cater to the economically weaker 
strata of the population. Till May 2000, all out patient services ah municipal dispensanes, 
maternity homes, peripheral general (secondary) hospitals and ‘teaching as well as special 
hospitals were provided free of cost. Since May 2000, a user fee of Rs. 10 is charged for out- 
patient services through all municipal health care facilities except health posts. Services provided 
under the National Programmes such as contraception methods and medicines for tuberculosis 


are exempt from user fees. 


The Government of India is a signatory of the ICPD Programme of Action but changing 
perspectives on rights of clients to good quality sexual and reproductive health services were/ 
are not integrated in the health system. At times, the providers may respect the clients’ rights 
and understand the issues around women’s reproductive health, but bureaucratic procedures, 
logistic and supply problems have de-motivated staff and stifled the initiative to translate ideas 
into activities. As a result the health care services of the health posts and dispensaries are 
being provided in the same manner set at the time of introduction of IPP-V. Hardly any 
modifications have been effected to suit changing needs and little initiative has been taken for 
alternative approaches to meet comprehensive reproductive health (RH) needs of men and 
women. Introduction of quality assurance (QA) mechanisms into the Public Health Department 
of MCGM was seen as a strategy to promote optimum utilisation of available resources to 
meet clients’ needs. Women Centred Health Project understands quality assurance as 
operationalisation and institutionalisation of concepts of quality of care. While dealing with 
quality of health care the Project addressed quality from providers’ as well as administrators’ 
perspective but emphasised quality of care from the clients’ perspective. 


‘Quality of health care’ does not mean sophisticated or exclusive care, but is concerned with 
fully meetings the needs of those who need the service most, at the lowest cost to the 
organisation, within limits set by higher authorities. 


Quality of care has three dimensions. 

* Clients’ perspective: What do the clients expect from health services? 

¢ Professionals’ perspective: Do services follow health care providers’ professional 
standards? 


* Management’s (administrators’) perspective: Are the resources being used productively? 
Are the services efficient? 


‘Quality Assurance’ is a systematic way of ensuring and maintaining ‘quality’ of services and 
has proved useful globally. The process of Quality Assurance involves three major steps 

1. Realising and acknowledging the problem 

2. Planning an intervention and its implementation 

3. Reviewing the outcomes of the intervention 


If the desired outcome is not achieved, the process is repeated, thus making it a cyclical and 
continuous one. . 


The Project shaped as an ‘action research project’ was implemented in two of the 24 
administrative wards, H/East and G/North. Each serves a population of 5,25,873 and 6,40,509 
respectively (2001 Census). The two wards include17 health posts, 16 dispensaries, 2 matemity 
homes with postpartum centres attached, and one secondary hospital. Initial interventions 
developed by the Project were pilot tested at these health care facilities. 


Since its inception the Project has emphasised involvement of health care providers in planning 
as well as implementation of various activities. Following from the experiences of the PID 
study where Auxiliary Nurse Midwives (ANMs) were trained in research methodology, the 
Project focused on health workers at all levels as change agents. The Project also made a 
conscious decision to limit its direct involvement with the community, aiming instead to reach 


the community through the health care providers. 


1.2.1 Objectives and expected outputs 
The Project's goal was to ensuring quality health care services for women, within the context 


of their reproductive health and nghts. 


The objectives and outputs for the project were rather ambitious and needed to be adapted 
throughout the project period to reflect the changing reality of budget restrictions, unfilled 
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s filling key positions. The objectives of the Project were to: 


vacancies and changes in person 
crease the quality and range of health care services for 


e Improve, strengthen and in 
women at all levels 

e Enable women to have access to gender-sensitive and user- 

e Raise awareness and sensitivity on women 's health, reproductive rights, gender issues, 


friendly health services 


and increase knowledge of women 's health among men and women in the community, 
health workers and service providers of MCGM 

® Develop and build the capacity of staff at the two wards of the MCGM in training, 
monitoring and evaluation, on issues related to women’s health and reproductive rights 


The WCHP adopted a ‘health systems’ approach to achieving its objectives. Accordingly, 
rather than set up an isolated project which functioned under unreal circumstances, its strategy 
was to develop a replicable model for strengthening the capacity of the health system as a 
whole to better cater to the needs of the population it serves, especially women. 

Four major strategies were Seen as important for realising these approaches within the specific 
interventions undertaken by the Project: 

@ Working within the MCGM's structure and its existing health facilities, involving senior 
decision-makers and health managers in planning for implementing interventions and 
activities } 

® Capacity building of staff at various levels in counselling, communication, training 
skills, quality assurance, gender issues, and clinical skills 

@ Promoting quality assurance and respect for patient rights 

® Research to support development, monitoring and evaluation of interventions. 


The Project was designed as an action research process that reflects the Quality Assurance 
(QA) cycle. The cycle includes the usual aspects: 
® Identifying needs and areas for improvement within the municipal health care delivery 
system, 
@ Planning.and implementation of interventions, 
® Monitoring and evaluation of interventions, leading to identification of problems and 
the start of a new cycle. 


This report presents a description of the process and the analysis of opportunities and 
constraints of introducing quality assurance mechanisms in the Public Health Department of 
the MCGM. Interventions to ensure the quality of clinical interventions related to reproductive 
health such as training and supervision of diagnosis and treatment are presented elsewhere 


(evaluation report of gynaecological outpatient services and the Various manuals listed under 
other publications). 
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2 THE PROCESS FOR INTRODUCING QUALITY ASSURANCE 


acne 
patente 


in the process of promoting quality assurance (QA) into the Public Health 
Department were: 


e Planning 
© Direction for the QA component of the Project was decided through meetings 
between the team and national and international consultants. 
0 Establishing committees to guide the QA process and other project interventions. 


@ Experimentation and interventions 

© Sensitisation of health care providers and administrators to concepts of QA. 

o Evolving a discussion with health care providers and administrators for eliciting 
need for improvement in quality of care (QoC) and probable strategies for introducing 
QA in MCGM while ensuring complete participation of the health care providers 
and administrators. 

© Participatory research, pilot testing the interventions and exploring the possibility 
of up-scaling the interventions to the wider system. 


@ Advocacy 
o Identifying strategies for mainstreaming the QA initiative into the Public Health 
Department and following these up with the administrators. 
o Advocacy atthe level of MCGM, at national level and at international level. 


Activities undertaken by the Project for initiation of various activities for introducing QA in the 
Public Health Department of MCGM can be divided into: 
® Workshops and training programmes in QA mechanisms. 
@ Research activities conducted with participation ofhealth care providers and by 
the Project team. 
@ Advocacy for mainstreaming of QA systems in the Public Health Department. 


Ownership of the OA initiative by the Public Health System was always the key concern of the 
Project. Following the available models, the QA activities were planned along with the health 
care providers as well as administrators. The Project made efforts to involve the providers at 
every stage of the process. Various strategies adopted for ensuring ownership were: 

@ Establishing committees to serve as links with the System. 

® Conducting participatory research and giving feedback. 
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e Efforts for ensuring administrative support. : 
@ Introduction ofkey persons from MCGM to QA in public health systems at national 


and international levels through participation in conferences. 


The process for introducing QA was guided by national and international experts in quality 
assurance. Representatives of the Centre for Enquiry into Health and Allied Themes (CEHAT) 
a non-governmental organisation with experience in social research around health issues 
provided the context for the Project's work. Representatives from the International Health 
Group from the Liverpool School of Tropical Medicine (LSTM), UK, brought in their rich 
experiences from introducing QA initiatives in public health institutions in other African and 
Asian countries. The Women Centred Health Project followed the LSTM model for initiation of 
QA activities that involved conducting workshops for creating awareness about the concepts 
of quality of care and quality assurance and participatory research that leads into development 
of QA circles / committees at various levels of the health care system. National consultants 
were individuals with experience inthe public health sector in general and health care delivery 
system of the MCGM in particular. 


quality of clinical services, involvement of men in reproductive health were identified as key 


issues through the findings of an earlier PID study. At the beginning, the Project had a vision 
for directing its activities towards improvement in quality of care in the above-mentioned areas. 
Following discussions between the team members and consultants (Dave Haran, Visit Report, 
January 16,1997), the main issues for quality of care were identified to be around: 

@ \nformation needs of clients 

e Attitudes of staff towards clients 

® Communication process between staff and clients . 

® Diagnosis and treatment undertaken by community health volunteers (CHVs) 

and ANMs in the community 
@ Training and supervision of the staff 


@ Referral process 


® Use of routine data such as that obtained by ANMs, MPWs and CHVs. 


The Project recognised that to improve the range and quality of care provided to patients there 
was aneed for a change in attitudes towards patients, development of protocols for improving 


re ee 


quality of diagnosis, treatment and Supervision. Importance of the review of Management 
Information System (MIS) was also highlighted. To ensure quality of clinical care, an extensive 
Capacity building programme for improving diagnosis and treatment of sexual and reproductive 
health services, including gender and client friendly approaches were planned and implemented. 
These are reported elsewhere (see other publications). Simultaneously, a process for promoting 
quality assurance was started. The Project foresaw the difficulties in conveying the importance 
of improving quality of care in a situation where no additional resources were made available 
focussing on optimal utilisation of existing resources — which is one of the main purposes of 
Quality Assurance — to health care providers. The focus was put on promoting quality in 
areas that health providers could implement with Support of the system. 


Throughout the course of the Project, Sustainability of interventions was emphasised. To ensure 
that policy implications emerging from the project activities were taken into account by the 
system yearly meetings with a Steering Committee was included in the Project proposal. 
‘Establishing institutional networks’ during the development of the Project was discussed in 
detail in the Project proposal. In the planning phase a Task Force and an Advisory Committee 
were established. 


To ensure ownership of interventions workshops were scheduled to identify priority issues for 
improving quality. The Quality Assurance workshops and follow-up formed the core of the QA 
interventions in the experimentation and interventions phase. 


2.3.1 QA Workshops 
As mentioned above, to ensure involvement of the health care praviders from the Public Health 
Department (PHD), and subsequently ownership of the interventions, the Project focused on 
active participation of health care providers in all stages of development of the interventions. 
Quality Assurance workshops aimed at sensitising the health care providers to various aspects 
of QA were central to the process implemented by the Project. The workshops took the 
participants through the process of realising the need for improvement in quality of care, and 
all the steps of a QA cycle such as defining the problem, assessment of the problem, developing 
interventions, developing monitoring mechanisms, use of indicators and standards. Six such 


workshops were conducted over a period of four years (1997 — 2001). 


First QA workshop (January 1997) Objective of this workshop was “to share views and ideas 
about the provision of reproductive health services at various levels with regard to resource 
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requirements and quality of services”. The expected outcome was development of tools and 


indicators for monitoring quality of care and resource use. 
in this workshop, the participants agreed that both health care.providers and clients would . 
benefit from improvement in quality of care. Major reasons for improving quality of care, aS 


derived out of group work, concerned cost effectiveness, client satisfaction, maintaining 


standards and achieving goals, and staff 
satisfaction. The participants also felt 
that the indicators being used at the time 


1** Quality Assurance Workshop (February 1997) 


identified strengths and weaknesses of the existing 

system. Three baseline studies followed the 

workshop. 

1 Patient satisfaction study 

2 Providers’ perspective about women’s 
reproductive health 

3. Facility study 


were not useful in measuring quality of 
health care but were mostly disease 


surveillance and coverage indicators. 


Lack of patient feedback, large amount 
of paper work, emphasis on meeting targets and inability to respond to results were identified 


as weaknesses of the system. 


The exercise on resource requirement aimed to identify present practices and resource 
availability for women’s and children's health issues and to specify practices and resources 
required to offer services of an acceptable standard of quality. Docters as well as ANMs 
participating in the group work identified referral services as a key issue for quality of care. The 
consultants at this point noted that “improving practices surrounding referral and follow up may 
be an area in which the Project can make an impact” (Doyle V, Muschell J; 1997). 


Second QA workshop (January 15 - 17, 1998) Main objectives of the workshop were to: 
@ Sensitise the participants towards quality assurance and quality assurance cycle 
® Review and analyse results from the WCHP baseline studies 
@ Identify priorities for quality improvement at PHC level 
® Develop tools for monitoring key quality indicators 
® Develop action plans for quality improvement 


® Encourage participants to pilot tools developed in selected MCGM facilities 


The second QA workshop dealt with three dimensions of QA namely: technical, communication 
and organisational. Participants were divided into groups and each group identified three issues 
from each of the above-mentioned areas. Over the course of the workshop, the participants 
developed simple tools for monitoring quality indicators and mechanisms for their application. 


Areas prioritised during the group work were referral system, staff behaviour towards clients 


2” Quality Assurance Workshop (January 1998) 


and drugs availability to clients. 
Participants were divided into three 


groups with representation of health 


¢ Findings of the baseline studies were reviewed. 
e Three areas 1. Referral 2. Communication 3. Drug 
monitoring, were prioritised for intervention 
Intervention studies were planned on pilot basis. 


providers (nurses and Clinicians), 
¢ Tools were developed 


middle level administrators and 
representative of WCHP. Each group was asked to develop a draft intervention for the assigned 
area. 


The participants were given guidance for developing tools, analysing the problem and defining 
root cause in a systematic manner, solution development and development of action plan. 
Participants gave commitments for developing and pilot testing the tools before the third QA 
workshop that was scheduled for April 1998 (three months after the second QA workshop). 


Third QA workshop (April 1998) The work done on development of tools and mechanisms 
for their application was reviewed and suggestions for improvement were discussed. 


Fourth QA workshop (February 
1999) At this workshop progress of 3” Quality Assurance Workshop (April 1998) 


the three interventions was reviewed | e Results of the pilot studies, carried out using 


th iod the tools developed during the second QA 
and achievements over the perio workshop, were reviewed. 
were assessed. The participants Tools were finalised after incorporating the 


suggestions. 
deliberated on possible ways of 


extending the benefits of the interventions to other wards in MCGM. 


The participants at the workshop recommended that: 

@ AQA package should be developed which integrated the tools developed in these 
three pilot projects into one QA system that can be implemented at all facilities in the 
MCGM. 

@ Atraining manual should be developed to train staff in the use of this QA package. 

@ A QA manual be compiled that can reside in each facility for in-service use in the 
operation of the QA package. 

®@ Facilities from two Project wards should operate the QA package from the month 
following the staff training. 

@ Use of QA package should be monitored and evaluated so that the package could be 
improved for use in other MCGM wards. 

® Action plan prepared during the workshop should be endorsed by MCGM and carried 
out by those responsible with support from MCGM and the staff of the facilities involved. 
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Following the fourth QA workshop a 


group of health care providers and 


Quality Assurance Workshop (February 1999) 


e Progress of the three interventions - ee 
1. Referral 2. Communication 3. Drug monitoring 
- was reviewed. 
e Achievements over a period of 10 months were 
assessed. 


administrators from the Project wards 
was formed to lead the QA efforts into 


the Public Health Department. To 


ensure ownership within the system 
this Core Group was entrusted with the task of developing a manual for introduction of QA to 
all wards of the MCGM. The Core Group included representation from both the Project wards 


and played a key role in organising the fifth workshop. 


Fifth QA workshop (November 4999) The first four QA workshops were conducted by the 
national consultants and consultants from the Liverpool School of Tropical Medicine and the 
Project team. The Project team with the Core Group conducted the fifth QA workshop jointly. 


Progress on the plan of action decided in the fourth workshop was observed to be slow. 


Reasons for it were explored. 


During the fifth workshop health system problems were identified, these problems that hindered 
implementation of the interventions developed in the second QA workshop. The health care 
providers stressed that administrative support was essential for implementation of any 


interventions. Strategies developed 


during the second QA workshop were 


5% Quality Assurance Workshop (November 1999) 

| seen as not being feasible by the health 

* This Workshop assessed the progress in terms of 
‘Quality Assurance’. 

» ssues other the three identified earlier, affecting 
quality of care were discussed e.g. staff shortage, 
delays in getting maintenance and repairs done, 
etc. 

* Issues that could be managed within available 
resources were identified, e.g. cleanliness, 
coordination between facilities under one roof, etc. 

* Process for attaining the goal and tools for 

measurement of the progress were planned. 


care providers from the Project wards. 
The interventions placed responsibility 
for improving the quality of care 
predominantly on the health providers. 
The senior administrators were required 
to support the efforts of the health 
workers. Many of the health care 
providers expressed that quality could 
be achieved only if the structural and logistical problems affecting the health care delivery were 
addressed. They doubted that improvement in quality of care was possible within the available 
resources. Some of the obstacles in implementing the QA were related to the quality of 
support services. Most health care providers were disappointed by the lack of visible effects 
after implementing the interventions and this contributed to de-motivation of the providers. 
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The health care providers expressed the need for more active involvement of the senior officers 
and support for implementation of activities as decided in the earlier workshops. 


The problems mentioned above frustrated the members of the small group that was working 
on a manual for implementing the interventions decided during the workshop. This was felt and 
expressed in various ways. Some of the members of the team were not fully convinced that 
QA was not a ‘foreign’ concept and hence were unwilling to own the work related to QA. The 
steps proposed for improvement of the quality of care were thought to be non-feasible in 
Mumbai context. The providers believed that improvement in quality of care would be a natural 
consequence of solving issues related to logistics and supply. - 


However, the fifth QA workshop was a milestone in the process of introd ucing QA in MCGM as 
it highlighted the need to search for more acceptable and feasible strategies. 


To take the QA initiative further, participants were asked to identify issues that could be 
managed at their level with available resources. Participants identified issues pertaining to 
day-to-day functioning of the facilities such as cleanliness of the facility, coordination between 
facilities under one roof, etc. It was agreed that issues that require interventions by senior 
administrators and policy makers would be dealt with by a separate group led by a Deputy 
Executive Health Officer (DEHO). Draft tools were prepared for monitoring issues that can be 
managed at the level of health posts and dispensaries. 


Sixth QA workshop (April 2001) Following the fifth QA workshop, the need for involving 

senior administrators from the Public Health Department was realised. In November 2000, a 
meeting with senior officers of the PHD 
of MCGM and experts with national 
and international experience in the field 
of ‘Quality Assurance in Public Health 
Care Systems’ was organised by the 
Project. At this meeting, various 


6th Quality Assurance Workshop (April 2001) 


e Senior officers who are members of the Working 
Group proposed that a Patients’ Charter and 
Quality Assurance Policy should be in place. 

e \twas decided that the Working and Support 
Groups will take up issues such as complaints 
reddressal mechanisms, quality control cell, rating 
system, and implementation of Patients’ Charter. 

e Issues like vacancies, shortage of essential drugs 

and user fees need to be followed up with the 

Municipal Commissioner. 


participants of this meeting recommended adopting a Quality Assurance Policy for health 
care services of MCGM and implementation of a Patients’ Charter of Rights by the health care 
facilities of MCGM. The participants of this meeting also suggested formulation of a Support 
Group and Working Group for Quality Assurance inthe Public Health Department of MCGM. 


strategies for institutionalisation of 
Quality Assurance in the Public Health 
System were discussed. The 
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Following on from the suggestion of the participants from the fifth QA workshop es senior 
administrators need to be more actively involved, the Working Group organised the es QA 
workshop for senior officers. Need for addressing the policy level issues affecting quality of 
care such as vacancies, staff shortages, shortage of essential drugs, user fees, etc. was 


acknowledged. 


2.3.2 Establishing Committees to serve as a link with the Public Health System 
The Project was planned to evolve and be able to implement interventions for improving quality 
of care through guidance and inputs from various committees. Some committees were meant 
to be the source of feasible (easy to implement) ideas as well as providing assistance to 
overcome difficulties. These included the Steering Committee with senior policy makers from — 
MCGM as members and the Task Force with representation from across section of cadres of 
health care providers, and middle and senior level administrative officers. The Task Force was 
expected to brainstorm and provide ways of translating the Project objectives into action. The 
Steering Committee was envisioned to assist the Project in addressing policy implications 


emerging from the project experiences. 


Other committees that were established to actively participate in the process of identifying 
issues and piloting interventions included the Clinical Sub-committee, Integration Sub- 
committee, IEC Core Committee, Men’s Involvement Committee, Support Group and the 
Working Group. 


Committees set up by Women Centred Health Project The committees made suggestions for 


imple i various Project 
Steering Committee (Senior policy makers as implementation. of various me 


members) 

e Task Force (Representation from cross section of 
health care providers) 

e Clinical Sub-committee (Medical officers from 
health posts, dispensaries, gynaecologists from 
maternity homes) 

e Integration Sub-committee (Administrators and 
representatives of health care providers from 
primary level) 

e |EC Core Committee (Staff of IEC Cell and 
representatives of health care providers from 
primary level) 

e Men's Involvement Committee (Male CDOs and 
MPWs) 

¢ Support Group (Medical Officers of Health and 

representatives of health care providers from 

primary level) 

Working Group ( Senior administrative officers) 


activities. Committee members 
represented a wide cross-section of 
the health care providers and 
administrators. Committees provided 
a forum for the members to discuss 
their views and concerns on various 
issues and allowed the Project to 
benefit from the rich experiences and 
insights of health care providers. 

In addition to the committees with 
representation from MCGM, the 


Project also formed an Advisory 


TT 


Committee with experts from NGO sector with experience in the area of reproductive health as 
its members. Each expert brought in a perspective on introducing interventions in the public 
health sector in the area of reproductive health. The role of the Advisory Committee was to 
keep the Project informed about other initiatives — local, national or global — in the area of 
reproductive health. The Committee was also to serve as a sounding board for the Project, and 


to provide ideas for addressing the difficulties that the Project might face while working from 
within the Public Health System. 


Role of the Committees established by the Project The Clinical Sub-committee: had 
senior clinicians from teaching hospitals and representatives from medical officers in charge 
of maternity homes and post partum centres, and medical officers in charge of health posts 
and dispensaries as members. This committee was to assist the Project in development of a 
refresher training curricula in management of reproductive health conditions for medical officers 
from health posts and dispensaries as well as to assist in developing quality assurance 
mechanisms for technical aspect of the health care services. 


The Integration Committee was formed to work out the steps required for functional integration 
of health posts and dispensaries and to implement it in the two Project wards. This committee 
met once and generated consensus that functional integration of health post and dispensary 
would result in better utilisation of resources and would therefore contribute to improvement of 
quality of care. 


The Information Education Communications (IEC) Core Committee was formed in 1999 to 
develop gender sensitive and client-friendly IEC material. Members of the IEC Core Committee 


include staff from the IEC Cell of MCGM and representatives from various cadres of health 


care providers. 


Increasing men’s involvement in women’s reproductive health has been one of the objectives 
of the Project. This is a topic that is not well documented and very few documents provide 
guidance for translating ideologies into practical activities. With the possibility of implementation 
of urban Reproductive and Child Health (RCH) in the near future, the Project felt a strong need 
to systematise efforts for increasing men’s involvement in women’s reproductive health (RH). 
The Men’s Involvement Committee (M/C) was formed in 2001 with representation of men 
multipurpose workers (MPWs) and men community development officers. The MIC provided a 
forum for the MPWSs to discuss issues around RH and channel energy towards development 
of practical interventions for the PHD of MCGM. A subgroup of the MIC developed a training 
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d reproductive health for adolescent boys. Members of the MIC were 
uccessfully 


module on sexual an 


trained in skills for conducting group sessions for health education. The members S 
applied their skills in the community for discussing reprod uctive health with men and adolescent 


boys. (Promoting Male Responsibility for Women's Health : Experiences of Women Centred 


Health Project; Unpublished) 


inthe later years of the Project, the Working Group and Support Group were formed to spearhead 
the QA activities of the Project and to facilitate the process of mainstreaming the activities into 


the system. The role of WG and SG is discussed under advocacy phase. 


Functioning of the committees The Task Force met once a year for the first three years of 
the project but had minimal impact in terms of shaping the activities of the Project. Despite 
presence of senior administrators as members, the Group was not successful in giving direction 
for increasing feasibility and effectiveness of the interventions. Neither could this group take 
initiative in identifying issues for further action. The composition of the group did not help the 


Project in ensuring commitment for implementation of the interventions. 


Busy work schedule and multitude of responsibilities of the senior policy makers who were 
members of the Steering Committee meant that the committee could not meet as proposed 
for evaluating the progress of the Project. 


The Integration Committee met once and proposed the plan of action for functional integration 
of health posts and dispensaries for efficient health care delivery. The plan was however not 
implemented due to various difficulties. 


The Clinical Sub-committee developed the training manual that can be used to conduct a 
refresher course for clinicians in management of four reproductive health conditions. The Clinical 
Sub-committee also developed a checklist for assessing the technical quality of reproductive 
health services through health posts and dispensaries and the chair of the committee 
implemented a continuous education programme for clinicians. The committee however agreed 


with the medical officers that quality improvement was not possible unless basic conditions 
related to logistics and drugs were fulfilled. 


The members of the IEC and MIC committees were drawn mostly from the staff responsible for 


implementing the activities with a view that participation in such forums would allow them to 
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actively participate in the decision making processes and encourage ownership of the activities. 
The activities were mainly focused on improving the quality ofthe IEC interventions by introducing 
a systematic assessment and participation of the target audience in the development of 
materials, and strengthening more interactive approaches into preventive aspects of health. 
The development process and the materials produced were highly appreciated by the members 
of the committee and the IEC cell in MCGM. The commitment of the members of the MIC to 

implement education for adolescent boys and menis commendable. Contributions of the MIC 
members in developing the training module for adolescent boys have been appreciated by a 
number of non-government organisations. To establish the group discussions with communities 
as a routine part of the work of ANMs and MPWSs the support of senior and ward administrators 

is needed. 


2.3.3. Referral system 

The objective of the referral system developed by the group of health care providers and the 
Project staff was to ensure optimum utilisation of the three-tiered health care system and to 
establish a feedback system that would serve as link between different levels of the health 
care system for monitoring of referrals. A successful referral system would reduce self-referrals 
to hospitals thus reducing the burden on specialised institutions. The referral system relied on 
a four-part referral slip that also served the purpose of feedback slip for the referring unit and on 
assigning priority to the referred clients at the referral centre. 


Steps for implementation of referral system 


Client approaches health post or dispensary, is examined by the medical officer and is found 
in need for referral. 

Details are filled on the referral slip and client is referred to the referral centre. 

Part 1 of the slip is retained by the referring unit. 

Patient carries parts two, three and four to the referral centre. 

Patient gets priority at the registration window by showing the referral slip (Senior Citizen's 
window). 


Part 2 of the referral slip is retained by the registration assistant at the referral centre. 


Patient gets priority — at par with MCGM employees and Senior Citizens — atthe OPD 


using the referral slip. 
Examining doctor in the OPD fills up part 3 and 4 of the referral slip after examining the client. 


Part 3 of the referral slip is retained by the referral centre. 


Patient reports to the referring unit with part 4 of the referral slip — thus providing feedback to 


the referring unit. 
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Along with streamlining referrals to higher level of institutions, the pilot referral system encouraged 
referrals from higher level of institutions to the community level health care facilities. The 
Project also attempted establishing communication channels by organising monthly meetings 
between medical officers from referring units and referral centres to discuss issues around 
referral system. Since the focus ofthe Project was on prioritised reproductive health conditions, 
the referral system was to be applied for these selected reproductive health conditions only. 
The intervention was implemented for 48 months. Data for pilot phases is presented in Table 1. 


Table 1 Results of pilot phases of implementation of referral system 


Number of health posts, Clients Clients registered 
dispensaries participating in referred at referral centre 
the exercise 
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42 months 22 — both wards - 769 45% 


Health posts and dispensaries from both the Project wards (total of 22) were involved in the 


exercise as referring units. In one ward, a secondary hospital with eight basic specialties was 
assigned to be the referral centre. In another ward, a maternity home with attached Post 
Partum Cenre (PPC) served as the referral centre. 


First phase Eight health posts and six dispensaries participated in the first phase of referral 
exercise (February to March 1998). Follow-up of patients referred to the referral centre by the 
health post staff indicated that a total of 59 (33.2%) patients had visited V.N. Desai Hospital 


and 15 (8.4%) had gone to other municipal hospitals while 21 (11.8%) had visited the private 
hospitals. 


Reasons for a lower than expected percentage of referrals, registered at the referral centre, 
were explored. It was observed that not all staff were aware of referral procedures and the 
rationale for it and as a result the referred clients were not given priority. The orientation 
training did not include all staff involved in the referral procedure at the referral centre and this 
needed to be addressed. The medical officers from the referral centres did not appreciate the 
referral procedures as they considered monitoring and referral an addition to their routine 
responsibility and the procedures time consuming. Success of the referrals also depended on 
the initiative shown by the clients. It was noted that for the referral system to be effective the 


Clients needed to be well instructed to use the referral services. At times the referral slip was 
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regarded as just another Paper from the case papers of the client and did not catch attention 
of the attendants who manage the patient flow and who at times are not literate. Since the 
referral system did not ask preferences of the clients regarding referral institutes, some clients 
chose to go to hospitals other than to the designated referral centre. 


Second phase All 14 facilities that participated in the first phase also participated in the 
second phase, which lasted from mid-March 1998 to the end April 1998. The drawbacks from 
the first phase were addressed in the second phase. 


Remedial measures undertaken during the second phase were: 
* sensitisation of staff towards importance of the referral system 
e increased interaction with the referring units and referral centres 
e joint review with the providers and the Medial Officer of Health (MOH) of 
progress and problems with referrals 
¢ elimination of the need for carbon paper for duplicating by making the slip into 
four parts and change in colour of the referral slip 


During the second phase of the pilot study, though the number of clients referred decreased as 
compared to the first phase (132 patients as compared to 178 in phase |) the proportion of 
clients availing of services at the hospital increased from 33% to 66%. 


Reduction in the absolute number of referred clients in the second phase can be explained by 
‘over enthusiasm’ of medical officers from referring units which resulted in referrals that were 


‘unnecessary’. 


Third phase From May 1998, the Project’s second ward was also included in the action 
research on referral. The Maternity Home of the ward was to be the referral centre. It was 
decided to use the referral system for gynaecological and paediatric cases only. Four 
dispensaries and four health posts participated in the exercise. This phase continued for one 


year and 45% clients referred during this period availed of the referral services. 


During the period of the study the referring units were required to submit a report of referred 
cases to the Medical Officers of health (MosH). This was an attempt by the Project for ensuring 
mainstreaming of the referral system and introducing a methodology for routine monitoring. 
Over the period, the proportion of clients availing services at referral centres deciined. Reasons 


for this were explored during the mid-term evaluation of the Project (2000). 


—aa7~o“ rn 


it was observed that, at times, the doctors from referring unit and the referral centre, disagreed 
onthe need for referral. This resulted in referred clients not receiving priority. Such instances 
also undermined the confidence of the doctors from the referring units and challenged their 
credibility. This was considered to be the major obstacle by the medical officers from the 
referring units. It was realised that unless this issue was addressed, up-scaling of the exercise 
would not be successful. To overcome this problem the Project decided to develop referral 
protocols. It was realised that due to the complex nature of the municipal health system 
infrastructure, development of protocols would be a long-drawn and resource-intensive process. 
Limited resources (human resource as well as time limit) prevented the Project from undertaking 
the activity. The referral exercise was therefore ended. Though this exercise did not meet all 
its stated objectives, it provided valuable insights for developing referral protocols for MCGM. 


Following the initial success of the intervention and with identification of issues that would 
determine the success of the referral system, the Project felt ready to share its experiences 
with other municipal facilities. Reaching out to the Public Health system and ensuring upscaling 
however turned out to be an uphill task. The Project addressed this difficulty by seeking help 
from ateaching hospital. A slightly modified version of the referral system was soon implemented 
in an administrative ward around one of the three teaching hospitals. However even this model 
did not use detailed referral protocols and data was not monitored. The initiative was discontinued 
after changes in staff positions. 


Worried that the valuable experiences of Project would go unheeded, the Project developed a 
draft outline of a referral system that addresses the distribution of the primary, secondary and 
tertiary health care facilities over a geographic area. For example, though ideally the referral 
chain would be primary to secondary to tertiary facility, in the City zone of the metropolis, 
municipal health care system consists only of primary and tertiary health care facilities and in 
the Extended Eastern Suburbs it consists only of primary and secondary level services. Such 
distribution meant development of referral protocols specific to each chain of referral units. The 
referral system proposed by the Project is presented in Annexure 1. 


Development of referral protocols was a major task in itself and was not planned for in the 
initial Project plans. The Project worked with a non-governmental organisation working on 
similar issues to address this problem. A draft protocol for obstetrics and gynaecology was 
developed with a gynaecologist representative of the partner NGO. The protocol is valuable 
because the contributor was a municipal employee of a teaching hospital. 
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Dissatisfaction of clients about referral for only gynaecological conditions was one of the 
reasons for a decrease in the number of referred cases. Medical officers from referring units 
also identified clients’ dissatisfaction as one of the major issues regarding mainstreaming of 
the system and its success. The Project therefore proposed to develop referral protocols for all 
basic specialities-related cases that are seen by the health posts and dispensaries. The 
specialities include general medicine, paediatric medicine, gynaecology and obstetrics and 
general surgery. Despite collaboration with the other NGO, this turned out to be an insurmountable 
task, too demanding in terms of human resources (intellectual inputs, coordination, etc.). 
Towards its end phase the Project handed over the development of referral protocols to the 
NGO that had offered assistance in development of draft protocols for obstetrics and 
gynaecology. 


This is a task that now needs to be taken over by the administrators of the Public Health 
Department. 


2.3.4 Drug availability 
Inthe second quality assurance workshop a small group of health care providers worked on 
the issue of non-availability of drugs to clients. Problems related to inadequacy of drugs were 
visualised as results of - (a) supply level problems, (b) lack of proper distribution of drugs to 
the patients at the dispensaries and (c) misuse of the drugs by the clients/ patients. Inappropriate 
distribution of drugs at facility level was considered to be a significant problem. The group was 
of the opinion that pilferage or manipulation at the dispensaries, dated or expired medicines 
and dispensing inadequate dosages were the main causes for non- availability (inappropriate 


distribution) of drugs to the patients. 


During the workshops the participants were encouraged to identify issues that could to 
addressed at the level of facilities and ward administration. Thus, supply-level problems and 
misuse of drugs by clients were considered to be issues beyond the scope of the participants 
who were medical and paramedical providers from health posts and dispensaries and 
administrators at the ward level. Lack of funds and inappropriate indenting procedures were 
identified as probable causes for supply-level problems, which need to be dealt with by the 
higher authorities of MCGM. Hence, the organisation group felt that it was feasible to begin 
with monitoring the drug supply to the patients i.e., pilferage at the dispensary level. Thus the 
participants designed an intervention to deal with pilferage if any at the facility level and non- 
availability of drugs to clients due to human errors on behalf of the dispensing pharmacists. 
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ercise aimed to develop a tool to monitor the problem of non-availability of drugs/ 


This ex mine whether the tool 


inadequacy of drugs to the patients at the dispensaries and to exa 
developed was effective in monitoring distribution of drugs to the patients. 


The piloted intervention used a modified case paper (patient history sheet) for pharmacists to 
record details of the medicines dispensed. The medical officer of the same facility was required 
to randomly check whether the record matched with the actual quantity dispensed. In addition, 
medical officers from neighbouring facilities were required to pay surprise visits (unplanned / 
non scheduled visits) and check the prescriptions for quantity of drugs dispensed. A checklist 


was prepared for compilation of the data. 


First phase In the first phase, the exercise was carried out in two dispensaries in the G/N 
ward for a period of four weeks, from April 2, 1998. In one of the dispensaries, data was 
collected for 22 days and in another dispensary for 24 days. Case papers for almost 6% of the 


patients seeking care during the study period were scrutinised. 


An examination of 310 case papers showed that 16 % of the patients were not provided with 
the prescribed medicines. Most commonly-cited reason (in 66% cases) for partial or total 
non-availability of prescribed medicines was ‘medicine not in stock’. Another 25% could not 
collect the medicine as they had ‘not brought bottle for collecting the syrups’. 


Second phase Phase II was carried out in G/N ward during July - August 1998 and in H/E 
ward during November - December 1998. Three health posts from each ward that were adjacent 
to the dispensaries were selected for carrying out the supervisory check i.e., to see how many 
patients are supplied with the prescribed drugs. 


In two of the three dispensaries from H/E ward and one dispensary from G/N ward all the 
patients for whom the case papers were checked, had received all the prescribed medicines 
from the dispensary. The third dispensary from H/E ward opted to drop out from the exercise. 
In G/N ward, 15% of cases medicines were dispensed partially or were not dispensed. The 


reasons for non availability of medicines was ‘patients did not bring bottles for collecting 
Syrups’ and ‘medicines not in stock’ (Table 2). 
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Table 2 Outcome of Phase I! of drugs monitoring exercise 


Dispensary | Health post | Monthly Patient | No. of Case Medicines not given - 
Turnover Papers Checked | no. of Case papers 
PB 6 


N ward 
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Third phase A similar exercise carried out in the gynaecology department of the peripheral 
hospital revealed that ‘non availability of medicines on the MCGM schedule’ was the most 


prevalent reason for patients not receiving the prescribed medicines from the hospital pharmacy 
(see Table 3). 


Table 3 Drug monitoring exercise at the secondary hospital 


n=148 (%) 
All prescribed medicines available at the hospital pharmacy 29 (20%) 


Some medicines or part quantity available at the hospital 32 (22%) 


None of the prescribed medicines available at the hospital 74 (50%) 


Information not available 13 (9%) 


For 27 patients, drugs received from the pharmacy were checked with the prescription. For 17 
cases quantity of drug (Folic Acid, Ferrous Sulphate, Multi Vitamin B-Complex, Calcium, 
Flagyl, and Doxycycline) were different than that prescribed. It ranged from two to 45 tablets 
more and one to 20 tablets less than the prescribed quantity. This was observed when a large 
number of tablets had to be prescribed. The issue was discussed with the pharmacists and 


remedied immediately. 


The exercise showed that most of the reasons for non-availability of drugs were policy related 
and could only be addressed at the level of senior administrators and policy makers. The 
exercise thus did not succeed in improving drug supply to clients but it brought to light issues 
that are at the root of the non availability of drugs at facility level. Since there was little that 


could be done at the facility ievel to remedy the problem, the exercise was discontinued after 


the pilot studies. PH =100 - 
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secondary hospital 


Reasons for non-availability of drugs at 


Reasonfornonavalabiltyofdrugs DENS 

128 (81%) 
Not on MCGM schedule 13 (8%) 
Funds not available 10 (6%) 
Not supplied by manufacturer 3 (2%) 
For MCGM employees only 2 (1%) 
For inpatients only 1 (1%) 


Bottle not available 


Note : * Actual number of medicines that were prescribed but were not available at the 


hospital pharmacy 


e Pharmacist study 

The Project faced resistance from the pharmacists in phases one and two of the drugs monitoring 
exercise. Pharmacists argued that recording quantity and reasons for non-availability of drugs 
would be time consuming and cause inconveniences to the clients. To convince them that 
complying with the study design would not be a cause of disturbances in the routine functioning 
of the facility, the Project conducted a study to document time spent by the pharmacists on 
various activities during the course of the day. The findings later on convinced the pharmacists 
to document the quantity of drugs dispensed and reasons for non-availability of drugs. 
During phase III, the hospital administrators were overly concerned about recording reasons 
for non availability on the case papers which they feared might fall in ‘wrong hands’ and cause 
problems for the hospital and MCGM in general. The Project responded by negotiating with 


the administration and pharmacists and developed a simple code structure to indicate the 
reasons. 


e Study of drugs indenting and procurement system at secondary hospital 
Inresponse to the issues identified through the monitoring exercise, an exploratory study was 
carried out to document the drug indenting and procurement procedures at the peripheral 
hospital. Records for indenting and procurement procedures as well as the stock registers for 
the period of March 1998 - April 1999 were scrutinised for this purpose. 

Delays in completing administrative procedures involved in the indenting were repeatedly 
mentioned by the pharmacists at the secondary hospital as important factor contributing 
Significantly to the periods of non-availability or shortages of drugs. The problems reported by 


them about the existing system were: 


0 Difficulty in following up with suppliers as most of the suppliers (manufacturers / 
distributors) were from outside Mumbai 
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9°, Single supplier for many drugs 


o Common distributor for large number of items, thus problems with one distributor 
affect supply of a large number of drugs. 


In addition there seemed to be problems inherent to the System for indenting and procurement 
of drugs followed by MCGM. These caused delays in facilities acquiring the drugs and hence 
periods of drug shortages. Reasons for delay in the supply were : 
© No response to quotations by the supplier / manufacturer. For a particular drug the 
quotations were invited twice, no response was received. 
© The process of ‘placing indent >Risk Purchase notice > proposal for repeat purchase 
> sanction > placing an indent-delivery of the stocks’ takes a long time. In one 
Case, stock was received nine months after the initial indent was placed. Meanwhile 
for a period of three months hospital reported NIL stocks. 
o Similarly the process of ‘placing indent > Risk Purchase notice > inviting quotations 
> placing an indent > delivery of the stocks’ is time consuming. For a vaccine 
(Inj. TT) stock was received five months after the initial indent was placed. 


To avoid running out of stocks, the supply to the OPD pharmacy and the wards is regulated 
from the time the indent is placed, thus resulting in the partial dispensing of prescriptions. 


These findings were later presented to MCGM authorities responsible for the drug indenting 
and procurement system for MCGM peripheral hospitals by one of the pharmacists of the 


hospital studied. 


e Liaison with teaching hospital for training on Rational Drug Use and revision of 
drug schedules . 


The drug monitoring exercise at the Following were not on MCGM schedule - 


ndary hospital (phase III of the | 
Failed ibs. e 34 out of 60 drugs prescribed for gynaecological 


drugs monitoring exercise) revealed beRaitidne 
140 (53%) of 264 drugs listed on Essesntial 


that a little more than half (34 out of 


Drugs List* 
60) the drugs prescribed for patients / 50 out of 123 drugs categorised as ‘Universal’ in 
‘ : ; the Essential Drugs List* 
clients, seeking services at (* Essential Drugs List, Universal and Speciality 


gynaecology out-patient clinic were not Outpatient Care, WHO India Initiative, 1999) 


available on MCGM schedule. These 
included higher antibiotics such as norflox and terramycin, vaginal pessaries (used in treatment 


of reproductive tract infections), antispasmodics, anti-inflammatory drugs, hormone based 
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drugs, neuro-regulators and drugs used for treatment of infertility. Most common reason for 


non-availability of drug was ‘Not on MCGM schedule’. 

In May 2001, the Project came in contact with a group of pharmacologists from a municipal 
teaching hospital working on the issue of Rational Drug Use (RDU) and Essential Drugs List 
(EDL). Following formative research in selected areas, the group had brought out Standard 
Treatment Guidelines for common conditions to ensure RDU and a booklet on EDL that was 
based onthe World Health Organization's (WHO) recommendations. It was hoped that these 
would serve as guidelines for indenting drugs at municipal facilities. The Project reviewed the 
drugs listed inthe EDL with help from pharmacists from the secondary hospital. Comparison 
with the Drugs Schedules of MCGM for May 2001 showed that, of the 264 drugs listed in the 
EDL, 140 (53%) were not available on the MCGM drug schedules. Of the 123 drugs categorised 
in EDL as belonging to ‘U’ (universal) category, 50 (40.7%) were not on MCGM Schedule. 


in keeping with its objective for improving quality of care, the Project also offered assistance 
for organising training programmes in Rational Drug Use for all medical officers from the Public 
Health Department. Evaluation of technical skills of the medical officers at these training 
programmes largely showed satisfactory level of knowledge regarding RDU. However this did 
not seem to be reflected in practice as revealed by the data collected by the RDU group. 
Discussion on this discrepancy repeatedly brought out the issue of a large number of essential 
drugs not being on the schedule of MCGM. 


With support of administrators from the Public Health Department and in collaboration with 
the RDU group, the Project initiated the procedure for setting up a drugs committee and ethics 
committee for the Public Health Department. The proposed drugs committee was to review 
the schedules and recommend additions or deletions from the schedules. Such revision would 
have provided the much-needed opportunity for inclusion of drugs required for management of 
reproductive health conditions into the MCGM schedules. However, sudden changes in 


leadership both in the Public Health Department and the RDU group resulted in the 
discontinuation of these efforts. 


2.3.5 Communication study 


This was the third intervention proposed in the second Quality Assurance workshop. Exercise 
for monitoring client-provider communication relied on peer observations using a specially- 
developed checklist. Though the participants of the exercise reported self-improvement and 
Satisfaction about the methodology used, the exercise was not repeated. 
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Second part of the client-provider communication exercise conducted in the gynaecology out- 


patient clinic of a secondary hospital showed that structural 
client- 


problems contributed to impolite 
provider communication in addition to factors related to attitude and communication 


Skills. The Project responded by starting a counselling centre and offering help for changing 


the layout of the out patient clinic to facilitate smoother flow. Detailed reports of the 
communication studies are available with the Project. 


2.3.6 Development of Patients’ Charter of Rights and Responsibilities 

Following from the suggestions in the brainstorming meeting conducted on November 13, 
2000, the Working Group (WG) took development of Patients’ Charter (PC) as its first activity. 
A number of Patients’ Charters and Citizens’ Charter developed by various non-governmental 
organisations were reviewed and compiled to develop a Patients’ Charter of Rights and 
Responsibilities that would be appropriate for the Public Health Department of the MCGM. 
Draft of this Patients’ Charter is ready and awaits permission from the competent authorities 
for implementation at health care facilities. 


2.3.7 Ranking System for appreciative evaluation of health posts and dispensaries 
Lack of systems for appreciation of the staff that results into poor motivation was identified as 
one of the factors affecting Quality of Health Care provided through the MCGM health care 
facilities by the Support and Working Groups. In order to boost the staff morale, the Support 
Group agreed to take up development of a Ranking System (RS) for Primary Health Care 
(PHC) Services as its first activity. 


The proposed Ranking System evaluates the Health Post or Dispensary as a unit and takes 
into consideration the infrastructure, personnel and supplies aspects of the health care facilities. 
The facilities are evaluated for fulfilling assigned duties, discipline observed by all staff members, 
and aesthetic presentation of the health post or dispensary. The component of user satisfaction 


has also been emphasised in the proposed format. 


The evaluation is based on the information regarding indicators identified for the purpose, 
compiled monthly by the staff of the facility and submitted to the Medical Officer of Health. 
Each of the items is assigned scores depending on the performance of the facility. The maximum 
score that can be obtained for an item has been decided by the Support Group. However, the 
cut off point for satisfactory performance needs to be determined in consultation with a wider 


group of providers and administrators. 
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Details of periodicity of evaluation were discussed but consensus was not arrived at. Itwa 


proposed that various as 
ssues emerging out of this evaluation are then discussed in the weekly 


pects from the Ranking System Format should be evaluated at 


different periodicity. | 


meeting and the staff would take action for improvement of lower than satisfactory scores. 


Average score based on weekly evaluation is shared in the ward level meeting and the 
facilities with satisfactory scores are acknowledged. The Group was of the opinion that 
problems affecting the facilities obtaining lower than satisfactory scores should be discussed 
at the ward level meeting. The Medical Officer of Health (MOH) can then guide them to solve 
their problems. Yearly performance of the facilities should be evaluated on the basis of 
average score for the year. The highest ranking facilities should be felicitated at the annual 


MCGM function. 


it was further suggested that similar ranking criteria should be applied to all the wards and 
the MOsH showing good progress could be recognised in the meeting called by the Executive 
Health Officer (EHO). An appreciation letter with EHO’s signature would be valued by the 
MOsH. 


A draft of the proposed format, prepared by the Support Group, was forwarded to the EHO. 
Operational details need to be finalised. The implementation of the format awaits approval of 
the senior officers of the Public Health Department. 


2.3.8 Integration of QA sessions in the RCH training programme 
Inclusion of MCGM in training phase of Government of India’s Reproductive and Child Health 
Programme provided the Project with an opportunity to introduce its experiences into the 
system. The Project modified the RCH training modules developed by the National Institute 
of Health and Family Welfare, Government of India to suit the specific needs of the health 
care system in Mumbai. Sessions on Perspective Building for Women’s Health, Counselling, 
QA and Group Facilitation Skills were included in the curricula using the clinical manual 


developed by the Project as a starting point. (See Training Manual on Women's Health for 
Clinicians). 


Key trainers identified for the RCH training programme were used to a lecture style of teaching 
that is not the most effective method. Therefore, the Project organised a workshop on 


participatory training methods for Mumbai's RCH key trainers. Details are presented in 
Training of Trainers Manual. 
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The space available for adding sessions in the training programme was limited. The Project 
managed to include one introductory session on concepts of QoC and QA for medical officers, 


ANMs and MPWs, and a one-day workshop for PHNs on Quality Assurance was included in 
the RCH training. 


During the course of sessions, the PHNs were introduced to concepts of QA. An exercise on 
applying concepts of QA to various health activities proposed under RCH was conducted to 
orient participants to various Steps in QA cycle. The exercise aimed to explore whether one 
time exposure to the concepts through one-day workshops would be adequate for the 
participants to apply these at the health post level. The exercise also gave an idea about the 
theoretical knowledge of the participants. Analysis of the group work on application of QA 
principles to various health services showed that such an exposure was inadequate for 
participants to fully understand and appreciate concepts of quality of care and quality assurance. 
Most of the participating PHNs were unable to translate purpose or objectives of the services 
into corresponding activities needing to be carried out at the community level. Some of the 
participants could not correctly list down objectives of services (other than family planning) 
provided through health posts. Adequate and appropriate knowledge about various services 
provided through the health posts is crucial for developing indicators for quality of care and 
designing the QA process specific for a service. Lack of such knowledge affected the ability of 
participants to develop QA processes. 


The experience of conducting sessions on QA as apart of RCH training showed that one-time 
exposure will not be enough for providers to apply the principles at health posts. Resource 
constraints prevented the Project from following up the session in RCH training with follow up 
workshops with individual health posts, dispensaries. The implication for the RCH is that 
quality assurance is integrated not only in the training but becomes an integrated part of 


supervision. 


2.3.9 QAaspects in other project interventions 
The Project's idea for institutionalising QA was not limited to conducting QA workshops and 
supplementary studies to address various aspects of Quality of Care. The Project also addressed 
the topic of quality of care and quality assurance through other activities such as initiation of 
gynaecology clinics as health posts, development of IEC materials and men's involvement. 
Establishing gynaecology Clinics at health posts Expanding the range of reproductive 
health (RH) services, improving the quality of RH care provided through the health posts and 
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dispensaries and reaching the services to grass roots level were the objectives of the Project. 
in the beginning of the Project all health care providers w 


aspects of selected reproductive health conditions. To ens 
ality of diagnosis and treatment_Continuing Medical Education sessions (CME) were 


ere trained in technical and social 
ure supervision of the technical 
qu 
conducted by the chair of the clinical committee. This proved unsustainable in the long term 
and gynaecologists of secondary facilities were identified to supervise staff at the health posts 
and dispensaries conducting gynaecological outpatient clinics. To maximise sustainability of 
the interventions the Project provided external support but expected administrators and the 
health care providers to organise the essential resources and initiate the outpatient clinics 
through the usual channels. However, three years after the initial training no gynaecological 
clinics had started despite intensive follow up to assist health posts and dispensaries to 
overcome difficulties using existing channels of communication and with numerous consultations 
with public health administrators. Therefore in 2001, the Project decided to initiate the process 


for starting the gynaecology clinics at health posts. 


Based on the interactions with the health care providers a list of pre-requisites was developed. 
A review of health care facilities was conducted to identify facilities with most of the pre- 
requisites. The Project representatives then worked closely with motivated staff, to initiate 
gynaecology clinics in their health posts and dispensaries. The Project mobilised instruments 
such as speculum from the MCGM wherever possible, liaised with Mumbai District AIDS 
Control Society for regular supply of drugs and provided the instruments such as stethoscopes 
and BP instruments. The Project also encouraged the health care providers from the health 
posts to mobilise resources at local level for improving the environment (white washing and 
repairing) of the health posts. Training of Community Health Volunteers (CHVs) in social and 
clinical aspects of the RH conditions in order to generate demand in the community was a 


unique component of this initiative. This was the first training for the CHVs related to reproductive 
health conditions. 


Health care providers from the health posts with gynaecology OPDs were also trained in | 
counselling techniques, facilitation skills essential for conducting health education activities 
and use of participatory IEC materials. Exposure through various training programmes was 
aimed at improving their skills and therefore the quality of health care provided through health 
posts and dispensaries. Details about the process of initiation of gynaecology clinics and 


functioning of these are reported elsewhere (Gynaecological Clinics at the Primary Level : 
Mumbai Experience, Unpublished). 
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Development of interactive IEC materials The Project in its initial phase conducted a 
review of printed IEC materials developed by the IEC cell of the MCGM. The review found the 
material to be non interactive and gender, literacy and social class insensitive. It was also 
observed that the process of development of IEC materials was centred around the artists who 
developed the themes. The process completely lacked participation of representatives of 


community for whom the material was meant and of the providers who were to use the material 
in community for health education purposes. 


The Project conducted a number of workshops for sensitising the staff of the IEC Cell of 
MCGM to the process of participatory research for development of interactive and client friendly 
lEC material. Process documentation and reports on outcomes are available with the Project. 


2.3.10 Review of quality assurance methods used by MCGM 
Slow pace of replication of the pilot interventions by the Project prompted the Project to re- 
examine the strategies used to reach out to grass roots health care providers. An exercise 
was conducted to review and understand the methods used by the Public Health Department 
of MCGM to ensure quality of care. 


Discussions with senior officers confirmed that owing to the hierarchical structure of MCGM, 
circulars taken out from time to time by officers in charge of programmes, served the purpose 
of a manual. The circulars issued for implementation of the Pulse Polio Programme, regarded 
as one of the achievements of the MCGM with almost 100 per cent coverage, were reviewed. 
It was observed that these circulars served multiple purposes and were neatly filed at the 


health care facilities for future reference. 


At the beginning of the Programme, there were circulars that informed the staff of the new 
programme — need for such a programme, objectives, expected outcomes and proposed mode 
of operation. The circulars also detailed the preparatory steps to be undertaken for the 
programme, responsibilities of staff members, actions to be taken in case of less than expected 
coverage for immunisation. Following the campaign, the circulars informed the staff of the 
overall performance, shortfalls if any and offered guidance for better performance in the 
subsequent rounds. Some of the circulars are records or minutes of meetings for feedback on 
indicators and for planning of the next round of the programme. 


Detailed circulars along with meetings between grass roots staff with the middle and senior 


level administrators and brief orientation programmes for effective planning and implementation 
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have been the standard strategies used by the Public Health Department of MCGM. 

The procedures for implementation of project interventions were initiated by letters from the 
administrators to the wards involved. Details for implementation were issued and followed up 
by the project staff. However, performance of the wards involved was not followed up or 


emphasised by senior administrators unlike the national programmes such as polio and TB 


programmes. 


Advocacy activities were implemented alongside interventions as soon as the Project realised 
that the existing committees and meetings with senior administrators were insufficient to 


achieve its objectives. 


2.4.1 Working Group and Support Group 
Following the fifth QA workshop, the need for reviewing the strategies for introduction of QA in 
to the PHD was strongly realised. In November 2000, a meeting with senior officers of the 
Public Health Department of MCGM and experts with national and international experience in 
the field of ‘Quality Assurance in Public Health Care System’ was organised by the Women 
Centred Health Project. At this meeting, various strategies for institutionalisation of Quality 
Assurance in the Public Health System were discussed. The participants of this meeting 
recommended adopting a Quality Assurance Policy for health care services of MCGM and 
implementation of a Patients’ Charter by the health care facilities of MCGM. The participants 
of this meeting also suggested formation of a Support Group and Working Group for Quality 


Assurance in the Public Health Department of MCGM to guide the Project in the process of 
institutionalising Quality Assurance mechanisms in the Public Health Department of the MCGM 


and to spearhead QA activities primarily related to the RCH programme into the Public Health 
Department. 


Support Group 
e Representatives of Medical Officers of Health 

¢ Community Development Officers 

. Medical Officers in charge of Dispensaries 

e Full Time Medical Officers 

e Public Health Nurses 

Two representatives from the Women Centred Health Project 


Working Group 


e One Deputy Executive Health Officer 
e Four Assistant Health Officers 


One. representative of the Women Centred Health Project as members 
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Role of the Support and Working Group It was believed that the Support Group with 
representation of primary care providers would be able to develop plans, tools, methodologies 
for implementation of QA, gender and management activities at grass root level. With their rich 
experience of providing services at community level and insighits into the functioning of the 
public health system, it was hoped that they would be able to contribute to the discussions on 
identifying various Strategies for improving quality of care provided through the health posts 
and dispensaries. In addition the SG would pretest the most feasible alternatives at facility 
level, wherever applicable and present the proposed strategies to the Working Group and take 
actions for implementation of approved Strategies at the facility level. 


Primary role of the Working Group would be to guide the Project in the process of mainstreaming 
the experiences and QA initiatives in the PHD. The Working Group would 
e review strategies for mainstreaming quality assurance, gender and management 
perspective in MCGM 
®@ facilitate decisions for mainstreaming quality assurance, gender and management 
perspective in MCGM | 
® present the issues in the monthly meeting of the DEHOs, AHOs and MOs 
® ratify the activities of the Support Group in relation to institutionalisation of Quality 
® supervise and guide implementation of gender, QA and management activities. 
The Women Centred Health Project played a minimum role in the Support Group and Working 
Group by maintaining minutes of the routine meetings of SG and WG, offering assistance by 
providing reference material, monitoring of activities following from decisions of the Working 


Group and providing timely feedback to SG and WG. 


The Support Group and Working Group were in away revised version of the Core Staff Committee 
and the Task Force respectively. Activities of the SG and WG were d irected towards identifying 
strategies for instituitonalising OA in the PHD. Over the brief period of existence the SG and 
WG contributed significantly to the efforts of the Project in this direction. The groups that 
came into existence with support from the policy makers of MCGM were discontinued after a 


period of 18 months following change in the leadership. 


Activities undertaken by the Working Group and the Support Group 


® Development of Patients’ Charter 
Following from the suggestions in the brainstorming meeting conducted on November 13, 


2000. the WG took development of Patients’ Charter as its first activity. 


———————— 


A number of Patients’ Charters and Citizens’ Charter developed by various non-governmental 
organisations were reviewed to develop a Patients’ Charter of Rights and Responsibilities that 
would be appropriate for the Public Health Department of MCGM. A draft of this Patients’ 


Charter is ready and awaits permission from the competent authorities for implementation at 


health care facilities. 


® Development of Ranking System for appreciative evaluation of health posts and 
dispensaries 

The ranking system (RS) is a tool developed by the Support Group to facilitate appreciative 

evaluation of health posts and dispensaries. It was believed that such a system would boost 

morale of the health care providers at primary level and motivate them for better health care 

services. The WG reviewed draft of Ranking System developed by the SG. The tool was found 

to be too large for implementation and SG was advised to work towards making it into a 


concise format. 


® Workshop for Convergence of Services at the level of health posts and dispensaries 

A workshop was organised under the guidance of the WG in September 2001 to brainstorm on 
possibilities of streamlining the services provided at the primary level health care facilities. 
Reorganisation of health posts and dispensaries for better utilisation of available human and 
other resources, revision of job descriptions and review and revision of the Management 
Information System (MIS) were some of the suggestions made atthe workshop. Representatives 
of all cadres of health care workers and administrators participated in the workshop. 


The issue of integration had also been raised by the Project in the early phases and was- 
regarded as a non-priority issue by health care providers. It is encouraging to note that in the 
fifth year of the Project, integration of health posts and dispensaries was proposed as a 
solution for effective and efficient health care delivery. Small groups have been formed for 


working out the details of issues proposed at the convergence workshop. 


Formation of MIS Review Group As a follow up of the Convergence Workshop, a small 
group with representation of health care providers was formed to work further on the review and 
revision of the Management Information System (MIS). The Family Card and list of indicators 


was submitted to the Working Group for review. Further work on this was suspended because 
of disintegration of the WG. 
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Efforts for ensuring administrative Support The Assistant Health Officer (AHO) as a Project 


Coordinator helped the Project fit into the hierarchy of the system and created an important 
channel for communication with the system. 


Administrators were regularly briefed about the progress of the Project. The Medical Officers 
of Health (MOsH) were encouraged to review the activities initiated by the Project during the 


monthly meeting. The Project attempted liaisoning with IEC Cellof MCGM by involving AHO 
IEC inthe process. 


The establishment of the Support Group and Working Group was encouraged by the Executive 
Health Officer (EHO). However change in leadership resulted in discontinuation of the groups. 


2.4.2 Introduction of key persons from MCGM to efforts to bring in QA in Public System 
‘In the initial phases the Project faced resistance to implementation of any QA activities. QA 
was considered to be a ‘foreign’ idea that would not suit MCGM. Key persons from PHD were 
sent for various meetings, training workshops and conferences. The Project believed that this 
would widen their perspective and encourage them to take initiative. 


3 ACHIEVEMENTS 


Development of tools for the referral, drug and communication studies and interventions was 


the first step in acknowledging the need for improvement in quality of care. Capacity building 
of the health care providers in conducting small studies, analysis and interpretation of data 
was emphasised through out the pilot period. Training of medical officers and other staff at the 
health posts and dispensaries in diagnosis, management of reproductive tract infections provided 
the inputs essential for appropriate referrals and rational drug use. Gender sensitisation 
components of the training modules oriented the health care providers to the concept of gender. 
One of the most important aspects was the bottom-up approach that was followed to introduce 
‘quality of care from a client perspective, thus giving space for the health care providers to 


contribute effectively. 


Readiness and commitment shown by the members of the Working Group and Support Group 
for development of the Patients’ Charter and Ranking System and the ownership they 
demonstrated about the interventions was encouraging to the Project. PHD is now ia e the 
few government bodies to have anumber of senior officers who acknowledge Patients’ Rights. 
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This contribution by the Working Group and Support Group were appreciated by various NGOs 


working on improving quality of health care of public health services. 


Reproductive and Child Health training conducted by MCGM provided the Project with an 
opportunity to reach the concepts of quality of care and quality assurance to all the health 
care providers from the Public Health Department. Through various activities the Project 
demonstrated the willingness of the health care providers and administrators for improvement 
in quality of care (QOC). QA workshops served as forums where representatives of all cadres 
came together for addressing common concerns affecting QoC. Staff members from all the 
cadres came together, identified and worked on the problems affecting the quality of health 
care provided at the primary level facilities. This reflects willingness and commitment of the 


system to-adapt itself for the betterment of the services. 


The referral model developed during the QA workshop was reviewed and appreciated by the 
teaching hospitals. The BYL Nair Hospital and TN Medical College developed referral guidelines 
and have already implemented the system in E ward. 


The communication monitoring exercise was appreciated by the staff — the staff asked 
for continuity of the exercise. The tools and methodology that were developed and the results 
of the study were used to develop case studies for training and informed the improvement of 
communication between clients and providers in the gynaecology department of a referral 
hospital. 


The formation of Working Group and Support Group for Quality Assurance was the first 
step towards ensuring commitment from the middle and senior managers towards quality 
assurance processes. Patients’ Charter of Rights and Responsibilities and Ranking System 


for Appreciative Evaluation were developed through the initiative of the Support and Working 
Groups. 


The health care providers’ understanding of the issues and ability to analyse the problem to 
arrive at probable solutions was demonstrated through formation of groups for review of MIS 
and reorganisation of health care facilities. 


Since its inception the Project has tried for modification of the Management Information System 
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(MIS) and was met with resistance. At a Convergence Workshop, the revision of MIS was 
identified as a priority by the health care providers. The health care providers suggested use of 


a comprehensive Family Card in place of multiple registers used for recording information and 
revision of reporting formats to eliminate repetition. 


Sessions on quality of care and quality assurance in the RCH training gave the Project an 


Opportunity to reach out to the entire group of health care providers from the Public Health 
Department. 


4 WEAKNESSES AND CONSTRAINTS 


The hierarchical structure of the MCGM posed a big challenge for the Project. The bottom up 
approach followed by the Project in a highly hierarchical system such as the PHD of MCGM 
limited the reach of the Project. In the earlier phases of the Project activities, senior-most 
MCGM officials were not oriented in the process of ‘Quality Assurance’. Once they were 
involved, the Quality Assurance activities obtained greater guidance and support. However, 
the delay in the implementation of the urban Reproductive and Child Health programme that 
was seen as a logical follow up for up-scaling WCHP'’s initiatives continues to hinder further 
implementation. The hierarchical 
Structure of the MCGM does not provide 
a conducive environment for taking 


¢ Bottom up approach not suitable for large 
hierarchical systems 

e Anumber of factors affecting quality of care lie out 
side the domain of health care providers 

e Establishing and sustaining small groups to 

spearhead initiatives is fully dependant on support 

from the head of the department and policy makers 


initiative at the levels of Full Time 
Medical Officers (FTMOs) and MOsH. 
Responsibility in the absence of 


autonomy results in de-motivation of the staff and affects the quality of care. Lack of autonomy 
has also led to the passive attitude of the health care providers. 


The Project, right from its inception adopted a bottom-up approach. This though with definite 
merits underestimated the power of the hierarchical structure and the constraints faced (even 
by motivated) primary care level health care providers for bringing about even small changes in 


their work environment. 


Inadequate documentation of earlier efforts within MCGM towards improvement of quality of 
services proves an obstacle inthe systematic study and developing strategies for future activities. 
A number of factors affecting quality of care lie outside the domain of the health care providers 
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and the MOH, for example, non availability of drugs, majority of drugs required for treating 
gynaecological conditions not being on schedule, vacancies for all cadres of haakh care 
providers and a not well functioning of logistic and support services. Absence of a wider 
system within MCGM to address and prioritise such issues limits the scope for quality 


assurance. Service contracts need to be included in a QA system. 


Lack of functional integration of health post and dispensary emerged as an important factor 
affecting quality of care provided through the Public Health Department of MCGM. The 
participants felt the need to prioritise the issue and formed a small group to work out the 
implications and job descriptions for integrated health care facilities. The group could not 


complete the task due to administrative reasons. 


The Support Group, Working Group and small groups formed to work on functional integration 

and MIS could not be sustained. The enthusiasm and acceptance of a rights approach to 
service provision by Working and Support Groups was a major achievement and shows the 
potential of a public health system to adopt such an approach. Commitment from the 
administrators and policy makers is the key issue for successful implementation of Patients’ 
Charter and Ranking System. Despite an enthusiastic response by the members of the 
Working and Support Groups and majority of the administrators from the PHD, the Patients’ 

Charter and Ranking System could not be implemented in MCGM. Procedural delays for 
obtaining approval from senior administrators and permission from the legal department of 
MCGM affected the motivation of the members of the Groups. After repeated meetings over 
two years and positive responses for implementation, the head of the PHD (who changed 
during the last year of the Project) declared the Patients’ Charter and Ranking System ‘to be 
not relevant to the public health department’ and expressed inability to support the initiative. 


At the outset of the Project, the system showed promise with commitment from the policy 
makers to undertake efforts for improving the quality of health care services. Health care 
providers readily acknowledged need for improvement in quality of care and agreed that such 
an effort would benefit both clients and providers. The participation of the providers in developing 
and piloting the tools also reflected a positive attitude but this enthusiasm for improving the 
situation was difficult to translate in to action. As the process drew on, the providers became 
de-motivated and some lost faith in the Project's ability to introduce a positive change in the 


system. The Project could not adequately prepare the providers for a slow, long drawn process 
that would take time to show perceptible results. 
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The involvement of foreign consultants in planning the QA process and use of material from 
other countries strengthened the belief that ‘QA is a foreign concept and not feasible to MCGM 
situation’. This resistance was aggravated by non-availability of resources in the MCGM health 
care facilities. A major cut back in the budget for the Public Health Department proved to be a 
harsh blow to the health care facilities which were experiencing shortages of resources for the 
last decade. Ban on recruitment within MCGM resulted in vacant positions. With 30% of staff 
positions vacant it was a major task to keep up the motivation of the staff. The medical officers 
from the health posts and dispensaries felt the need for structural support in terms of drugs 
etc. which was beyond the scope of the Project. 


The issues identified during the QA workshops and the interventions thereafter were developed 
from clients’ perspective of quality of care and did not place the interventions in the context 
of the quality of technical services already existent in the municipal health care services. The 
introduction of QA from clients’ perspective was new to the health care providers and they felt 
that their efforts to maintain clinical quality were not appreciated. 


The limited success of the drugs monitoring study was a consequence of the group choosing 
to work on only a small component of a very complex and multi-layered problem. A small 
study of the schedule list of drugs —a list of drugs approved for use by the municipal facilities 
— and the procurement procedures revealed need for interventions at the level of developing 
the schedule list and the procurement procedures along with some interventions at the facility 
level for checking on pilferage and errors of dispensing. Such intervention was beyond the 
scope of the Project and efforts for up-scaling the drugs availability tool were discontinued. 
The Project, instead worked with a teaching hospital working on the issues of modification of 
drugs schedule, procurement procedures and rational drug use in MCGM. The process of 
identification of problems by a group of providers from various levels in the system led to 
identification of issues that would be difficult to address. In hindsight, it would have been better 
to analyse with a larger group of people the likely reasons at macro level for iain of 
drugs and difficulties in developing a referral system. However, the drugs study clearly dispelled 


the myth that unavailability of drugs was caused by pilferage. 


Time and again the facility level staff indicated problems in responding to Roe supervisors. 
The implementation of various vertical programmes that are integrated at pnmary level means 
that different administrators responsible for reaching targets make nee on the staff to 
reach these targets. The lack of integrated planning and management at primary care level 


that staff feel that they are constantly being pressurised to produce results but have 
means 
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little control over the organisation of their work. Priorities assigned to National Programmes 
over routine activities is another difficulty faced by the Project. Solution to this lies beyond the 
ourview of even the higher officers of the MCGM. Support to planning at primary care level and 
4 well worked out human resource development, however is not beyond the responsibility of 


MCGM administration. 


5 RECOMMENDATIONS 


e Equalemphasis on top-down approach with opportunities for inputs from all cadres appears 
to be the best strategy for strong hierarchical structures. Such opportunities can be offered 
through establishing committees with representation from all cadres of health care providers. 
Such committees are appreciated by the providers as they offer forums for sharing concems 


and deliberating on newer ideas. 


e Development of efficient supervisory systems aimed at achieving quality and not just reaching 


targets should be considered an integral part of establishing Quality Assurance mechanisms. 


* Efforts for mainstreaming QA focused on primary care providers need the support from 
senior administrators to at least resolve problems such as failing support services that 
may have existed already for years. To keep staff motivated and ensure good quality of 
care, quality assurance mechanism such as service contracts with support services need 
to be established and reinforced by the system. There is clearly interest among senior 
administrators to review and improve the existing system but this needs support from 
MCGM policy makers. 


e Quality assurance of clinical as well as client perspectives need to be integrated in the 
training in RCH and followed up in supervisory visits. 


e Toestablish a functioning referral system protocols for referral need to be developed and 
implemented in all MCGM facilities. 


e Referral based on geographic location (proximity from residence) should be encouraged. 


Quality from clients’ perspective such as privacy, information about diagnosis, treatment, 


further investigations and follow-up-up can be achieved by simple improvements at the 
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facility level, improving patient flow and regular meetings of the entire team to review 
progress and problems encountered. Exit interviews can assist in monitoring progress. 


e Systems for drug indenting and monitoring need to be studied more widely and improved. 
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7 LIST OF ANNEXURES 


1. Referral system proposed by the Project 
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ANNEXURE 1 
Proposed Referral System for the Municipal Corporation of Greater Mumbai 


Introduction 
A referral system is essentially a mechanism for quality assurance. In a health system with multiple 


tiers, it is important to ensure appropriate utilisation of available resources. If patients have a free 
choice of level of health care and bypass the primary level to avail of speciality services, it results in 
the wastage of resources. In such situation the skills and resources at the speciality services are 
spent on managing conditions that could have been managed at the primary level of health care 
delivery. Among other things, this results in prolonged waiting time, shortage of resources at the 
speciality care centers and thus compromised quality of care. Such service would be expensive for 
clients — in terms of time and indirect costs of health care — and to the institute providing the 


service i.e. MCGM — in terms of wastage of resources. 


Budgetary allocations for curative and preventive health care provided by MCGM has been decreasing 
over the past decade. With rising cost of medical care, budget constraints and staff shortage, it is 
important to ensure optimum utilisation of available resources. A study of utilisation of primary 
(health posts and dispensaries), secondary and tertiary level health care facilities showed that 
health care in health posts turned out to be more expensive than that in hospital set up due to poor 
utilisation of the health posts and dispensaries. Overcrowding at the hospital out patient clinics 


(OPDs) affects the quality of care and might result in client as well as provider dissatisfaction. 


An effective referral system would ensure optimum utilisation of three tier health care delivery 
system of the MCGM and therefore of the available resources. 


i. Objectives of the referral system 
e To ensure appropriate utilisation of available resources 
e To ensure accessible, affordable health care services 


e To ensure client and provider satisfaction 


ii, Pre-requisites of an ideal referral system 


Following are the prerequisites for the referral system 


Well defined levels of health care services based on availability of speciality services 
e Standard referral protocols 


¢ Administrative guidelines agreed upon by appropriate authorities governing various levels 


of health care facilities 
¢ A well-defined and well-implemented feed-back system 
* Focus on client / Client-centred in nature 
* — Involvement of public as well as private sector 


* Strategies to enforce compliance 
nS lee 
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VV 
Proposed referral system for MCGM 


1. Levels of referral system 


The health care delivery system of MCGM has three well-defined levels with health posts and 
dispensaries as primary level, secondary hospitals, maternity homes and post partum centres as 
secondary or first referral level and teaching hospitals as tertiary level. 


2. Howitwill work : 

The referral system will rely on provision of quality health care at all levels, especially at primary level 
and on the principle of ‘priority to referred patient’. Patients will be referred using the Referral 
Protocols as guideline. All patients requiring referral will be referred using the specially designed 


referral slip. Those carrying the referral slip will be assigned priority at the referral centre on par with 
MCGM employees. 


Patients not in need of care at referral centre will be referred back at the referring unit using the 
same referral slips. This will help reduce crowding at the hospital OPDs 


Results of referrals will be evaluated in monthly joint meetings of referring units and referral centres. 
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